Background. In 2003, the World Health Organization (WHO) and the Pan American Health Organization (PAHO) published "Guiding principles for complementary feeding of the breastfed child, " which includes a series of 10 recommendations.
Introduction
Appropriate infant and young child feeding (IYCF) practices are critical to prevent growth-faltering, micronutrient deficiencies, and infectious illnesses in developing countries. For the first half-year of life, the World Health Organization (WHO) recommendations for infant feeding are concise: initiation of breastfeeding within 1 hour after birth and exclusive breastfeeding for 6 months [1] . In contrast, the period of transition from exclusive breastfeeding to family foods, from 6 to 23 months, includes a series of complex feeding behaviors making this a nutritionally vulnerable period. The WHO/Pan American Health Organization (PAHO) 2003 document entitled "Guiding principles for complementary feeding of the breastfed child" [2] provides 10 principles for IYCF (summarized in table 1) accompanied by the scientific rationale for each recommendation. The WHO/PAHO Guiding Principles serve as a basis for evaluation of the WHO recommendations and are intended to guide policy and programmatic action at the global, national, and community levels.
Although appropriate complementary feeding practices are critical, large-scale action to improve behaviors has been held back by the limited knowledge of the degree of adherence to the WHO/PAHO Guiding Principles [2] across populations. Simple, valid, and reliable indicators for IYCF practices are fundamental for the systematic assessment of adherence to these practices. This allows the development of appropriate recommendations and process and impact evaluations that in turn can provide guidance toward solutions. However, the development of indicators for IYCF practices poses conceptual and analytical challenges due to their complexity. As opposed to the single indicator used to assess exclusive breastfeeding, the assessment of adequate complementary feeding practices requires several multifaceted, interrelated, and evolving indicators. Global strategies to strengthen adequate complementary feeding practices were slow to develop, in part because of the lack of universal indicators to define optimal IYCF. Finally, in 2008, WHO published a set of validated IYCF indicators in a report entitled "Indicators for infant and young child feeding practices-Part I: Definitions" [3] , thus enabling systematic evaluations of IYCF practices.
Various authoritative bodies have compiled the prevailing evidence to generate recommendations for dietary practices. A challenge comes in evaluating the adherence of populations to the practices recommended. In this manuscript, we set out to examine challenges in the elaboration of a field interview instrument to capture information for the evaluation of adherence to the tenets of the WHO/PAHO Guiding Principles recommendations [2] . We carefully examine the 10 principles to illustrate the challenges in creating operative criteria for the evaluation of concordance with the tenets of the WHO/PAHO Guiding Principles [2] .
Methods

Field interview instrument designed to assess adherence to the WHO/PAHO Guiding Principles
Within the cross-sectional study Xela-Babies on adherence to the WHO/PAHO Guiding Principles [2] among low-income residents of the metropolitan area of TABLE 1 . Summary of the 10 WHO/PAHO "Guiding principles for complementary feeding of the breastfed child" 1
Practice exclusive breastfeeding from birth to 6 months of age, and introduce complementary foods at 6 months of age (180 days) while continuing to breastfeed.
2
Continue frequent, on-demand breastfeeding until 2 years of age or beyond.
3 Practice responsive feeding applying the principles of psychosocial care, specifically: Feed infants directly and assist older children when they feed themselves, being sensitive to their hunger and satiety cues. Feed slowly and patiently, and encourage children to eat, but do not force them. If children refuse many foods, experiment with different food combinations, tastes, textures, and methods of encouragement. Minimize distractions during mealtimes if the child loses interest easily. Remember that feeding times are periods of learning and love. Talk to children during feeding, with eye-to-eye contact.
4
Practice good hygiene and proper food handling.
5
Start at 6 months with small amounts of food and increase the quantity as the child gets older, while maintaining frequent breastfeeding. The energy needs from complementary foods for infants with average breastmilk intake in developing countries are approximately 200 kcal/day at 6-8 months of age, 300 kcal/day at 9-11 months, and 550 kcal/day at 12-23 months.
6
Gradually increase food consistency and variety as the infant gets older, adapting to the infant's requirements and abilities. Infants can eat pureed, mashed, and semisolid foods beginning at 6 months. By 8 months most infants can also eat "finger foods. " By 12 months, most children can eat the same types of food as those consumed by the rest of the family.
7
Increase the number of times that the child is fed complementary foods as he/she gets older. For the average healthy breastfed infant, meals of complementary foods should be provided 2-3 times per day at 6-8 months of age and 3-4 times per day at 9-11 and 12-24 months of age, with additional nutritious snacks offered 1-2 times per day, as desired.
8
Feed a variety of foods to ensure that nutrient needs are met. Meat, poultry, fish, or eggs should be eaten daily, or as often as possible. Vitamin A-rich fruits and vegetables should be eaten daily. Provide diets with adequate fat content.
9
Use fortified complementary foods or vitamin-mineral supplements for the infant, as needed.
In some populations, breastfeeding mothers may also need vitamin-mineral supplements or fortified products.
10 Increase fluid intake during illness, including more frequent breastfeeding, and encourage the child to eat soft, varied, appetizing, favorite foods. After illness, give food more often than usual and encourage the child to eat more. Source: World Health Organization/Pan American Health Organization [2] . Quetzaltenango in the Western Highlands of Guatemala, we developed a field interview instrument. The data collection tool was developed by a local team of researchers and dieticians. It was pretested in a group of mothers with young children (n = 30) and adapted in terms of comprehensiveness and feasibility. Because of low literacy rates in the population, the information was collected in a single face-to-face interview with the mother conducted by standardized, trained, Spanishspeaking, female dieticians. The duration of the interview was approximately 20 to 30 minutes.
The data collection tool had the following six sections:
Sociodemographic data. This included the mother's date of birth, age, marital status, parity, highest level of schooling, and current occupation. Ethnicity was determined by observation of the clothing worn by the mother. Data were obtained on children's sex, date of birth, and place of birth.
Current feeding practices of the infant. The mother was asked whether she was still breastfeeding her child at the time of the interview. We inquired about the frequency of breastfeeding and bottle-feeding during the day and the night. Frequency of feeding moments given concurrently with breastmilk or bottle feeding, and feeding moments that did not include breastmilk or bottle feeding were queried. The mother was asked to describe her child's feeding schedule as "rigid," "dependent on child's hunger, " or "both. " The foods offered to the child were mostly "family foods, " "baby foods, " or "both. " The mother was asked whether the foods offered were commonly "pureed," "mashed," "blended, " "served as soup, " or "other. "
Previous-day dietary recall. Data were collected by previous-day dietary recall, starting with the first drink or food consumed by the infant the day before the interview. A complete record of all foods and drinks consumed was obtained. Food-preparation methods and brand names were queried and portion sizes were estimated using household measures. Breastmilk intake was recorded dichotomously, but the quantities were not measured
Recall of feeding practices since birth. The mother was asked if she had ever given the infant ritual fluids, water-based liquids, formula, or other foods. If the answer was yes, the mother was asked at what age or ages the child had received these substances as an openended question.
Feeding practices during illness. The mother was asked if she offered her child more liquids when the child was ill and more foods after the illness.
Vitamin-mineral supplements. The ever use of iron supplements and regular use of vitamins or mineral supplements were determined.
Creating operative criteria for the evaluation of concordance with the tenets of the WHO/PAHO Guiding Principles
Several documents were used as the basis for setting operative criteria for the evaluation of the WHO/ PAHO Guiding Principles. The 2008 WHO report entitled "Indicators for assessing infant and young child feeding practices-Part I: Definitions" [3] , which provides a set of validated IYCF indicators, supplied primary guidance. Note that two indicators were adapted in the 2010 sequel report [4] . The 2008 report includes eight core and seven optional practices (defined in appendix 1), as well as new indicators for dietary diversity (a proxy for adequate micronutrient density), feeding frequency (a proxy for adequate energy intake from complementary foods), and minimum acceptable diet (a composite indicator).
The WHO/PAHO Guiding Principles [2] include 10 IYCF principles (table 1), and each principle can be divided into subcomponents for evaluation, as illustrated in table 2. Using our data collection tool, we attempted to set evaluation criteria for as many subcomponents as possible.
Ethical approval
Ethical approval for the Xela-Babies study was obtained from the Human Subjects Committee of the Center for Studies of Sensory Impairment, Aging and Metabolism in Guatemala and the Medical Ethics Review Committee of the VU University Medical Center in the Netherlands. The study conforms to the provisions of the Declaration of Helsinki in 1995 (as revised in Edinburgh 2000). The protocol was registered at the Dutch trial registry Nederlands Trialregister (TC = 3292). The procedures and privacy issues of the study were explained and written informed consent was obtained from all mothers.
Results
After careful examination of the 10 WHO/PAHO Guiding Principles [2] stated in table 1, we were able to identify 28 specific subcomponents, as illustrated in table 2. With our prospectively designed data collection tool, we were able to set evaluation criteria for 17 of these 28 subcomponents, as illustrated in table 3. Asterisks in table 2 indicate the subcomponents not included in the evaluation.
A total of 11 subcomponents were excluded. These included the recommendation to continue to breastfeed until 2 years of age or beyond (subcomponent 1.3), all eight of the subcomponents related to practicing responsive feeding applying the principles of psychosocial care (subcomponents 3.1 to 3.8), the recommendation to practice good hygiene and proper food handling (subcomponent 4.1), and the recommendation to start with small amounts of food and increase the quantity as the child gets older (subcomponent 5.2).
Each subcomponent included in the evaluation process is described in detail in table 3. The third column indicates the data source from the questions within our field instrument, as outlined above. The fourth column describes the evaluation variable in detail. The fifth column presents the quantitative indicators, i.e., the actual criteria to be employed in evaluation of adherence or non-adherence to the Guiding Principles. Of special note is the evaluation of exclusive breastfeeding for the first 6 months of life; it was based on the mother's recall of feeding practices since birth. The mother was asked the age of introduction of ritual fluids, waterbased drinks, formula milk in a bottle, and other foods. If any foods were introduced before 6 months of age, the child was considered non-concordant. The strict WHO definition of exclusive breastfeeding was used, which allows the use of oral rehydration salts, drops, Breastfeeding at least 6 times a day at the time of interview.
2.2
The mother was asked to describe her child's feeding schedule as "rigid, " "dependent on child's hunger, " or "both. "
Fed "dependent on child's hunger" either as the sole mode or combined with structured feeding. 5 5.4 Single previous day dietary recall Estimated daily energy intake from complementary feeding based on single previous day dietary recall.
The estimated daily energy intake was similar (± 100 kcal) to the age-specific recommended energy intake: 200 kcal/day at 6-8 months. 300 kcal/day at 9-11 months. 550 kcal/day at 12-23 months. 6 6.1 Current feeding practices Are the foods the child eats processed in any way?
Offered foods that were "pureed, mashed, blended, served as soup, or otherwise processed. " 6. Took vitamins, minerals, and/or iron supplements at some point in time. Offered more fluids during illness and reported the fluid to be breastmilk.
10.3
Do you offer your child more foods after your child has been sick?
Offered more foods after illness.
a. Vitamin A-rich fruits and vegetables were defined as having > 10 RAE vitamin A/100 g. Vitamin A-rich fruits included melon, papaya, peach, orange, and mango. Vitamin A-rich vegetables included carrots, lettuce, lemon leaves, pumpkin, broccoli, plantain, celery, and tomato. b. The Dietary Reference Intake (DRI) acceptable macronutrient distribution range for children aged 1 to 3 years is 30 to 40 energy percent [7] . c. These include all products fortified with any nutrient at any level, including granulated table sugar. and syrups (vitamins, minerals, or medicines), but does not tolerate water-based liquids [5] . Our estimate of exclusive breastfeeding rate, based on behavior since birth, is likely to be lower than that based on 24-hour recall, which is the standard WHO method of assessment [6] .
Discussion
It is of key importance to set standardized IYCF indicators to provide good-quality data that can be used to produce the evidence base for culturally appropriate nutrition interventions and process evaluations. Setting operative criteria for dietary recommendations can be difficult, especially when several complex, integrated, and evolving behaviors, such as those recommended by the 10 WHO/PAHO Guiding Principles [2] , are being examined. A strength, as well as a weakness, of the WHO/PAHO process is that the recommendations are somewhat vague. This is a strength with regard to not imposing a rigid, one-size-fits-all "standard" across diverse climatic, genetic, and food-availability situations. It is up to health and educational personnel to interpret them in terms of local realities. When it comes to evaluation of concordance, however, this lack of specificity is a liability, and an exercise in relating the terms to a specific population is necessary. The latter is the goal in this manuscript. The assessment of compliance with the 10 WHO/PAHO Guiding Principles [2] is greatly aided by the 2008 WHO-validated IYCF indicators [3] , yet some issues remain.
Quantitative challenges in interpreting the WHO/ PAHO Guiding Principles
In parsing the guidelines and developing the component-criteria framework illustrated in table 3, challenges were encountered. Because of the age-and development-sensitive nature of the WHO/PAHO guidelines, any application in a cross-sectional sample will have anticipated problems regarding the relevance or proximity of one or another behavioral imperative to a given infant or toddler. The ideal situation for the application of our-or any-IYCF evaluation tool would be the serial application to a cohort of children as they aged from the 6th to the 24th month of life.
A number of the WHO/PAHO Guiding Principles [2] subcomponents lack specific quantitative boundaries or concrete ways to quantitatively assess them. The vague formulation of the guidelines can lead to different interpretations by investigators and difficulties in making comparisons across studies. The formulation of the guidelines raises questions such as "How often is 'frequent' breastfeeding?" and "What constitutes a 'varied diet' for a young child?" For the mother, these descriptions are generally subjective in their interpretation. For the evaluator who is trying to classify behavior as concordant, specific quantification is a requisite, and some established cutoff criterion must be applied.
Furthermore, some degree of vagueness applies to individual recommendations requiring the examination of external scientific literature. What constitutes an "adequate fat content" for an infant? The WHO/ PAHO Guiding Principles document [2] does not specify an adequate range for various behaviors, forcing the researcher to apply other local or international recommendations. For example, the recommendation to provide diets with adequate fat content does not include a range of fat intakes. When using the Institute of Medicine recommendation of 30% to 40% of energy [7] , assumptions on the amount and fat content of breastmilk must be made.
Some recommendations have very specific quantitative boundaries but lack flexibility. If interpreted strictly, the recommendation to "introduce complementary foods at 6 months of age (180 days) while continuing to breastfeed" would mean that an infant would only be concordant if fed complementary foods the day he or she turns 6 months old. Clearly some flexibility in the cutoff age is required, but this is left to the investigator's discretion. It would be best for comparison between studies if standard limits were set. Similarly, recommended ranges for energy needs from complementary foods are left to interpretation, as they are described as "approximately" a given number of calories. We considered the energy contribution from complementary foods to be adequate if it was 100 kcal above or below the age-specific recommendation. A limitation of this approach is that for infants aged 6 to 8 months, who require 200 kcal/day, this cutoff value is proportionally more than for toddlers aged 12 to 23 months, who need 550 kcal/day.
Other indicators require a complex analysis, which is often ignored. The recommendation to "use fortified complementary foods for the infant, as needed" requires individual dietary assessment of whether these fortified foods are needed. Is the child lacking nutrients? In Guatemala, table sugar is fortified with a single nutrient (vitamin A) and is consumed abundantly across the population. Is the presence of a single added nutrient enough for the food to be considered a fortified product? Lutter and Dewey [8] have proposed nutrient compositions for fortified complementary foods that include various nutrients and specify different levels for different age groups.
Comparison of the present Xela-Babies tool with ProPAN application
Our experience in setting evaluation criteria for the WHO/PAHO Guiding Principles is not unique. Since the publication of the WHO global strategy more than a decade ago [1] , different approaches and indicators for assessing IYCF practices have been developed. The most comprehensive tool for the assessment of the WHO global strategy so far developed is the Process for the Promotion of Child Feeding (ProPAN for its Spanish acronym) application, which was developed to design, implement, and evaluate interventions and programs to improve IYCF practices [9] . The first module of the ProPAN software, which was launched in 2005 and updated in 2013, guides users through a step-by-step process for identifying specific breastfeeding and complementary feeding problems, based on 12 "ideal practices" listed in table 4. The ProPAN evaluation criteria for analysis of IYCF practices, like ours, are based on the WHO/PAHO "Guiding principles for complementary feeding of the breastfed child" [2] , as well as the related WHO documents [3, 10, 11] .
ProPAN is a tool that can facilitate the collection of standardized data that enable comparison between populations or evaluation of changes over time. ProPAN sets evaluation indicators for 16 of the 28 WHO/PAHO Guiding Principles subcomponents that we have identified in our parsing. It does not, however, cover the entire scope of the 10 WHO/PAHO Guiding Principles. As illustrated in appendix 2, ProPAN lacks evaluation criteria for 3 of the 10 WHO/PAHO Guiding Principles: "practice good hygiene" (principle 4), "gradually increase food consistency and variety" (principle 6), and "use fortified complementary foods" (principle 9), but it addresses one, "practice responsive feeding" (principle 3), that our interview tool could not encompass. The ProPAN application, however, goes beyond the 10 WHO/PAHO Guiding Principles, by focusing on immediate postpartum practices, evaluating practices such as breastfeeding within 1 hour after birth, use of colostrum, and use of only breastmilk the first 3 days, as well as interesting itself in the use of nutrient-and energy-dense foods [12] . Interestingly, ProPAN uses the energy-and nutrient-density concept to evaluate the nutrient quality of the complementary foods. Children are considered to be concordant if the diet covers 50% or more of the energy-density demands and 100% or more of the nutrient-density requirements for six key nutrients (protein, iron, zinc, vitamin A, vitamin C, and calcium).
When applied, the ProPAN tool has been shown to have similar challenges regarding the relevance or proximity of one or another behavioral imperative to a given infant or toddler [9] . The evaluation of all criteria requires five subgroups of different ages. For example, the evaluation of exclusive breastfeeding from birth to 6 months of age requires a sample aged 0 to 5.9 months, while the evaluation of continued to breastfeed until 2 years of age or beyond requires a sample aged 20.0 to 23.9 months. The majority of criteria are set for young children aged between 3 and 23.9 months.
ProPAN uses four responsive feeding measures (principle 3), based on responses to interview questions: encouraging the child to eat, talking to the child during the meal, providing the child with the opportunity to self-feed, and not giving an inappropriate response to the child for refusing to eat. Responsive feeding, for example, is a complex variable involving intricate social behaviors and interactions. We, by contrast, have therefore considered it prudent not to examine this, given that a valid assessment of these behaviors requires direct observation.
Additional tool development considerations
Within the 10 WHO/PAHO Guiding Principles, there is no ranking in importance among indicators. However, some are given higher priority by WHO in terms of essential assessment. In infants, the 2008 WHO indicators [3] prioritize exclusive breastfeeding of infants under 6 months of age and early initiation of breastfeeding. In children 6 to 23 months of age, a minimum acceptable diet and consumption of ironrich or iron-fortified foods are considered the most important.
Indicators for assessing IYCF practices have proven their value in quantifying relationships between key practices and health outcomes such as underweight and stunting. Recent analysis of Demographic and Health Survey data from 46 developing countries found TABLE 4 . Twelve ideal practices for infant and young child breastfeeding and complementary feeding used by ProPAN 1 All infants breastfed for first time within 1 hour after birth. 2 All infants not fed anything other than breastmilk during first 3 days of life. 3 All infants fed colostrum. 4 All infants and young children breastfed on demand, day and night. 5 All infants less than 6.0 months old exclusively breastfed. 6 All children breastfed through the age of 2 years or older. 7 All infants fed semisolid complementary foods at the age of 6.0 months (180 days). 8 All infants and young children aged 6.0-23. 9 months meet recommended daily energy and nutrient requirements. 9 All infants and young children aged 6.0-23. 9 months fed nutrient-and energy-dense foods. 10 All infants and young children aged 6.0-23. 9 months fed recommended number of meals daily. 11 All infants and young children aged 6.0-23. 9 months fed by caregiver responsive to child. 12 All infants and young children aged 6.0-23. 9 months fed as recommended during and after illness.
Source: ProPAN field manual [9] .
population-level associations between some components of the IYCF indicators and the prevalence of malnutrition [13] . The authors conclude that new and better tools for measuring progress and guiding program actions are essential for a more strategic approach to improving child nutrition. Similarly, analysis of eight WHO feeding indicators and pooled data from Demographic and Health Surveys for children under 24 of months of age were used to assess the relationship of child feeding with stunting and underweight in 14 developing countries [14] . The risk of both stunting and underweight was found to be reduced with consumption of a minimum acceptable diet and minimum dietary diversity, whereas minimum meal frequency was associated with a lower risk of underweight only.
Conclusions
Future design of prospective studies for analysis of behaviors and relevant exposures (including those reported in the WHO/PAHO Guiding Principles report) should carefully consider evaluation criteria and fully document detailed methodology. The linguistic and semantic construction of public health recommendation guidelines does not easily and directly adapt to the tools for their monitoring and evaluation.
The considerations for devising the criteria involved in evaluation instruments must be transparently available to clarify the interpretations and conclusions derived from their application. The range of indicators that are now available for assessing IYCF practices can be collected in population-based surveys in a standard way [13] . Evaluation criteria can be set for most, but not all, IYCF practices of the WHO/PAHO Guiding Principles. Indicators that focus on selected food-related dimensions of child feeding can be feasibly measured in large surveys, whereas other dimensions of optimum feeding, such as hygienic food handling and adequate texture of food, are likely to require more complex measurement approaches. APPENDIX 1. Core and optional indicators for optimal infant and young child feeding practices for the breastfed child Core indicators 1. Early initiation of breastfeeding: Proportion of children born in the past 24 months who were put to the breast within 1 hour after birth.
Children born in the past 24 months who were put to the breast within 1 hour after birth/children born in the past 24 months.
2.
Exclusive breastfeeding under 6 months: Proportion of infants aged 0-5 months who are fed exclusively with breastmilk.
Infants aged 0-5 months who received only breastmilk during the previous day/infants aged 0-5 months. Breastfed children aged 6-23 months who had at least the minimum dietary diversity and the minimum meal frequency during the previous day/breastfed children 6-23 months of age.
Consumption of iron-rich or iron-fortified foods:
Proportion of children 6-23 months of age who receive an iron-rich food or iron-fortified food that is specially designed for infants and young children, or that is fortified in the home.
Children 6-23 months of age who received an iron-rich food or a food that was specially designed for infants and young children and was fortified with iron, or a food that was fortified in the home with a product that included iron during the previous day/children 6-23 months of age.
Optional indicators 9. Children ever breastfed: Proportion of children born in the past 24 months who were ever breastfed.
Children born in the past 24 months who were ever breastfed/children born in the past 24 months. 10 . Continued breastfeeding at 2 years: Proportion of children aged 20-23 months who are fed breastmilk.
Children aged 20-23 months who received breastmilk during the previous day/children aged 20-23 months.
11. Age-appropriate breastfeeding: Proportion of children aged 0-23 months who are appropriately breastfed.
Infants aged 0-5 months who received only breastmilk during the previous day/infants aged 0-5 months; and children aged 6-23 months who received breastmilk, as well as solid, semisolid, or soft foods, during the previous day/children aged 6-23 months.
Predominant breastfeeding under 6 months:
Proportion of infants aged 0-5 months who are predominantly breastfed.
Infants aged 0-5 months who received breastmilk as the predominant source of nourishment during the previous day/infants aged 0-5 months.
13. Duration of breastfeeding: Median duration of breastfeeding among children less than 36 months of age.
The age in months when 50% of children 0-35 months old did not receive breastmilk during the previous day.
14.
Bottle-feeding: Proportion of children 0-23 months of age who are fed with a bottle.
Children aged 0-23 months who were fed with a bottle during the previous day/children aged 0-23 months. Note: If the response is "currently breastfeeding" and the infant consumed no water, other liquids, or solid or semisolid foods, classify answer as "exclusively breastfed. "
Percentage of children 0-5.9 months who consumed breastmilk but no water, other liquids, or foods the previous day. Numerator: infants 0-5.9 months who were breastfed and did not receive any water, other liquids, or foods the previous day. Denominator: all infants 0-5.9 months whose caregivers were interviewed.
1.2
Caregiver survey Q52. At what age was [child's name] fed his/her first solid or semisolid food? Note: If the response is "between 6.0 and 8.9 months, " classify answer as "complementary feeding initiated at 6 months with semisolid foods. "
Percentage of children 9.0-23.9 months who began complementary feeding with solid or semisolid foods between 6.0 and 8.9 months. Numerator: children 9.0-23.9 months whose caregivers reported initiating complementary feeding between 6.0 and 8.9 months with semisolid foods. Denominator: all children 9.0-23.9
months whose caregivers were interviewed.
1.3
Caregiver survey Q38. Yesterday, was [child's name] breastfed? Note: If the response is "yes, " classify answer as "breastfed previous day. "
Percentage of children 20.0-23.9 months breastfed the previous day.
Numerator: children 20.0-23.9 months whose caregivers reported breastfeeding the previous day. Denominator: all children 20.0-23.9
months whose caregivers were interviewed. Percentage of children 0-23.9 months breastfed on demand. Numerator: children 0-23.9 months whose caregivers reported breastfeeding them "whenever [the child] wanted. " Denominator: all children 0-23.9
months who were breastfeeding at the time of the survey and whose caregivers were interviewed. 3 3.2 3.4 3.5 3.8 Caregiver survey Q61. Yesterday, during the main meal, did you do anything to encourage [child's name] to eat? Q62. What did you do? Q63. Yesterday, during the main meal, while feeding [child's name], did you talk to him/her? Q64. What did you say? Q65. Yesterday, during the main meal, did [child's name] self-feed (eat by him/herself, using hands or utensil) at any time during the meal?
Percentage of children 6.0-23.9 months whose caregiver reported responsive feeding behavior during mealtimes. Numerator: children 6.0-23.9 months whose caregivers reported engaging them in 2 or more of the 4 responsive feeding measures (as defined in the second column to the left). Denominator: all children 6.0-23.9
